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A. Whal comrective aclion(s) will be aceamplished
for lhoss rasldanis found to have been aflsclad:

{a) Infection prevention and contral program.
Edugatlon was provided on 5-24-17 by Intetim 5124117

The facilily must establish an infeetlon prevention Direotor of Nursing Lo CNA who did rot wash or
ang contml pmogam (IFCP) Hhat must include, At sanltlze hands after having eaniact with
a minimum, the following elements: conteminatad surface and relumning to feading task.

(1) A systam for preventing, identifying, reporting, | -
invastigating, and conbralling infectlons and

communicable diseases Tor all residents, staff, B. Ho?n will you identify other residants having Lhe
vaolunteers, visitors, and other ihdividuals potenlial to be affeclad by Ine same deficient
providing services under a contractual o praclice and what corrsoliva action will be faken?

anangement based upon the facllily assossment
conducted according to §483.70(s) 2nd following
| accepted national standards (facllity assessment
implementation ia Phase 2): .

No other residenla were affectad by this deficisnt | 5/24M7
practice by GMA who had contacl with
contaminated surface and falled lo wash or sanilize)

{2) Written standards, pellcles, and procedures hands.

for the progeam, which must include, but are not
limited to;

€. What measures will be pul Inlo place or what
systamalis changes will you make to ensure hal

1 (i} A systam of survelllance designed to identity | the deficient practice will net recur?

possible cammunlcable diseases or infections
bzfore they can spread to other persons in the

facilly; All nursing slaff will be aducated on handwashing/ [8/13/17
' saniilzing of hands after coming into contact with
w . . inalad surfaces by ntedm Direclor of
{i)) Whan and to whoin poasible incidents of contam ;
tommunlcable disease or infachions should be Nureing and Unit Coordinator by 8/13/47.
reported: Audile of hand washing/sanltizing will be conductad
! by Registered Dietitian, Canliliad Dlalary Manager,
(iii) Standard and transmisaion-basad precaullons L“;;;;‘Ti'mtzmmr of Nk”r.’}_':gr"?:: aLL:Ian C‘L:r:i“am;s
e foll 0 pravani spread of infections: S GNe week. Y 10 Ghe monih,
tob owed to pravant sp lons; Then monthly untll 100% compliant on obsanmllons
(v} When and how isolation shnuld be used for a - Execulive Dirootor, Inlarim Diracior of Nursing,
resident; Including but not imited fo: Director of Environmental Servicas will audil the
' current place hend gal dispansers in all dining
{A) The type and duration of the isolation, araas and make 'ef;“me"da"""“ for
! depending upon the infectious agent or organism improvemant by 6/13/17.

LABOHATORY DIREGTORS OR PROVIOGRSU LI ESENTATIVE'S SHINATURE TITLE 1X6) DAY
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Any doficjency statenont ending with on aaterisk (Fdencics a doficioney witich tha vattWlon my be excused from correaling providiag R = determined thai
olher safegunrds providu suffician] prutsction to the pajieniy, {See insliictions,) Excapt fer nunlng hoinos, the findings stated above sig (llscloaqbla 90 days
following L data of survey whathar or not a plan of commsiton s provided, For nursing homag, the ubave fhidings and plans of comection wio dlaclssable 14
days follpwing the date these documonts are made sysbiobie vy tie taclllly. W deflclrnries are cited, an appecved ptun of correction is reqissile lo contliyund
program participalion,
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invoived, and

(B) A requirernent that the Isotatlon should ba the
laast restrictive possibla for the resident undar the
sireumsiancas,

{v} The circumstances under which tha facility
must prohibit employess with a communicable
disease or infocted sitin lesions from direct
contacl with resldents or their food, if direct
contact wilk transmit the diseass; and

{vi}) The hand hygiene proceduras to be followed
by ataff involved In diraet resident contact.

{4} A syatem for recording incidents identifled
undar the facility's IPCF and the correclive
actions taken by the facility.

(2} Linens. Personnel must handle, stare,
process, and transport linens so as o prevent the
spread of infacton.

{f) Annual review. Thae facility will corduct an
annual revigw of its IPCP and update their
program, as hecessary.

This REQUIREMENT is not met aa evidenced
by:

Basad on faclity policy review, observatlon, and
intarview, the facility failed 1o use proper hand
washing/hand sanltizing technigues batween
rasldent care functiona in 1 of 4 dining arsas
obseyved,

The findings includsed:

Review of the fagility poliey, Hahd YWashing,
fevised 11116 rovealed ".__Siaff washes hands ag
necessary to remove oontamlnall:)n handling
solled equlpment...aflor engaging in other

“lo ensure the deficient practics will not recur, i.e.,
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what qualily essurance program will be pul Into
plece.

Interim Director of Nursing will reporl findings ko
Parsanal improvemenl commitles monthly,
Personal Improvamenl commiltee includes

but Is not limiled to; 1he

Execuliva Diractor, Medical Direclor, Diraclor of
Nursing, Direclar of Marketing, Pharmaciat,
Diraclor of Admissions, Direclar of Saclal
Services, Rehab Setvices Manager, Direglor

of Activites, Director of Meinlenance, Business
Office Mananer, Heallh Informalion Managar,
and Staff Developmenl Goardinator. Personal
Improvemant commltlee will maks
recommendations as

naaded.
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Continued From page 2
activities thal contaminate the hands,..

Obassvailon on 5/24M7 at 7:60 AM, In the Easl
Wing Day Room revaalad Cartifiad Nursing
Asalstent #1 (CNA) feeding a resident, Confinued
observation revealed CNA %1 laft the resident she
was faeding and walked over fo anolher resident.
Continued observation ravaalad CNA#1 reached
down and adjueted the electrlc wheel chal padal
1o the down positlon, then retumed 1o feading the
firsl rasident without washing or sanltizing her
hends. Obearvation of the whee! chair peda}
revaaled a large amount of unldenfifiad debria.

Interview on 5/24/17 at 7:65 AM with CNA#1 In
ihe East Wing Day Roam confitimed she should
have washed her hands afier touching.-the pedal
and before retuming to feeding the resident.

lnterview with the Dirsctor of Nutsing on 8/24/17
at 8:30 AM, In the corferance room conflimed tha
CNA should have wanhed her hands after
adjusting the wheal phair pedal. Continugd
interview confirrnad the facllity had not
maintained inlection cantrol praclices during the
meal garyice.
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